Although the incidence of symptomatic urinary lithiasis in pregnancy is low, it is potentially serious in that it can cause serious renal damage, systemic sepsis or even endanger the pregnancy. Spurious calculosis in pregnancy must be a very unusual occurrence but does pose significant difficulties in diagnosis and management. A high index of clinical suspicion and analysis of calculi produced by the patient, should lead to the diagnosis. Case report: A 26 year old female was admitted in the 25th week of her second pregnancy with a history of severe right loin pain and vomiting. She was apyrexic and tender in the right iliac fossa. She passed a small calculus on the following day, which on analysis consisted of calcium oxalate. As the right iliac fossa pain did not subside after passage of the stone, a limited film intravenous urogram was performed and showed a normal pelvicalyceal system, mild dilatation of the right ureter, but no further stones. Because of continuing severe pain and the finding of ureteric dilatation, in the absence of infection, ureteroscopy was carried out to rule out the possibility of any remaining calculus. Though no stones were found in the ureter, a double-J-stent was inserted in anticipation of a radiolucent calculus in the kidney migrating and causing further pain. The patient's pain eased after this procedure and she was allowed home. She had to be readmitted three days later with severe recurrent right loin pain requiring frequent analgesics. The stent in the right ureter was assumed to be the cause of the pain and was removed, without any symptomatic relief. Unrelenting pain and apparent passage of further calculi necessitated frequent administration of opiate analgesics (pethidine) the cumulative amount exceeding 3.5 gm in 10 days. She was then commenced on an epidural infusion of 0.125% bupivicaine to reduce the need for parenteral opiates, which seemed to relieve her pain and she was again allowed home. She was admitted again seven weeks later (at 36 week gestation) with similar pain. She was recommenced on the epidural infusion of 0.125% bupivicaine with good effect. Caesarean section was carried out to facilitate further evaluation of urinary problems. She continued to complain of pain during the recovery phase and passed further calculi. Repeat urography, right retrograde pyelogram, CT scan and ureteroscopy failed to reveal evidence of any calculi.
Spurious urinary calculosis
Our exhaustive negative investigations, despite regular "passage" of stones, led us seriously to doubt as to whether these calculi genuinely originated within the urinary tract. The composition of a calculus "passed" by the patient while micturating under supervision, was found on analysis not to be consistent with that of any known urinary tract calculi. She was unable to provide a rational explanation when informed of this finding. Since then she has been under regular review but there has been no recurrence of these symptoms.
DISCUSSION
The incidence of true urinary calculosis in pregnancy varies according to different authors, but the overall incidence is approximately 1 per 1500 pregnancies. Urinary calculi may occur in both primiparous and multiparous patients, but are twice as common in the multiparous. There is a marked increase in the onset of symptoms during the second and third trimesters. Acute flank pain radiating to the lower quadrant in association with microscopic haematuria is the commonest mode of presentation. No significant difference in the side affected has been found l. In the urinary tract most structural lesions can be identified with a high degree of precision by imaging and/or by direct visualisation. Intravenous urography remains the cornerstone of diagnosis. It is generally accepted that radiographic studies used judiciously are not contraindicated during pregnancy. The average dose of radiation to the fetus in a single anteroposterior view of the abdomen is approximately 0.2 roentgen and therefore an intravenous pyelogram of 4 to 6 films would deliver approximately 0.8 to 1.2 roentgens of radiation to the mother and fetus which is acceptably low 2. Exposure to radiation should be limited to a preliminary film, and 20 and 60 minute films after injection of contrast. Ultrasonography not only has the advantage of lack of radiation but also may detect other abdominal pathology. Skill is needed to carry out this examination and difficulty may be encountered in the evaluation of the mid ureter where abnormalities may be obscured by overlying bowel gas. In the later stages of pregnancy physiological upper urinary tract dilatation may be indistinguishable from the dilatation caused by an obstructing calculus 3. Laboratory analysis of urinary stones is particularly helpful where spurious or fake calculi are suspected. Most laboratories report that 1-2% of all calculi submitted for analysis are produced outside the human body, but we have not found any reports of this occurrence during pregnancy, Non-steroidal anti-inflammatory agents and opiate analgesics are the drugs most commonly used to relieve ureteric colic. Non-steroidal anti-inflammatory drugs are being increasingly used as the analgesics of first choice in ureteric colic as they have been demonstrated by in vitro studies to abolish ureteric peristalsis, whereas opiates actually increase ureteric spasm. However, antiinflammatory drugs are contraindicated during the later stages of pregnancy due to their effect on foetal ductus arteriosus. While the opiates are effective and reasonably safe for short term use, their prolonged administration during pregnancy is associated with an increased risk of maternal and fetal addiction. Epidural analgesia is effective in achieving relief of ureteric colic, and is a safer alternative in exceptional cases where frequent and prolonged use of opiates is indicated but needs to be avoided.
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The Ulster Medical Journal Our patient presented during the third trimester of pregnancy with genuine ureteric colic due to a urinary calculus which was passed spontaneously and consisted of calcium oxalate on analysis. The initial diagnosis led us to the liberal use of opiates to relieve persistent ureteric colic. We believe that opiate dependency then led the patient to fake the passage of calculi. Delay in the diagnosis of spurious calculosis can be explained by the initial genuine calculosis and by the restrictions imposed on diagnostic procedures during pregnancy. The case would support the need for chemical analysis of all stones passed in circumstances, such as pregnancy, where other definitive diagnostic procedures are contraindicated.
